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Message from the Director of the VHA Office of Rural Health

] In Fiscal Year (FY) 2013, the ORH led the way for the establishment of a new mem
Department of Veterans Affairs (VAandum of understanding between the VA and Health
Veterans Health Administration ~ Human Services (HHS) that will promote the secure €
(VHA) Office of Rural Health (ORHXhange of health information between the VA and pri\
will begin its 6th year of operation. rural health care providers, and increase the knowled
In the previous 5 years, ORH has and expertise of the Health Information Technology (I
supported and provided oversight Workforce through public training modules on the use
for well over one thousand projectst e | eheal t h technol ogy 1in
Dr. Byron Bair and programs designed to bring ject ARCH (Access Received Closer to Home) compls
ORH Acting Director care closer to home for rural Vet- its first of a thrgear pilot and is demonstrating great
erans. ORH programs have de- results thus far. This program, which providAs non
ployed the latest telehealth technologies in new modelsaftract care to eligible Veterans at five pilot sites acr
health care delivery, opened new rural clinical facilitiesthe country, has resulted in a reduction of Veteran dri
implemented transportation programs, expanded homéimes to medical appointments of nearly a half a millic
based primary care and mental health programs into run&hutes (that averages out to more than 7 days per V
areas, implemented Project ARCH, trained and educat@n enrolled in the program). With regards to special
rural VA providers, and contacted and engaged rural Metarr e, ORHOSs support for
ans through commuhiged outreach and health literacyof a telehealth collaborative care model for rural Vetel
programs. Since October 1, 2009 through June 30 20:&ith HIV has resulted in the establishment of multi
approximately 1,133,000 rural Veterans have been im-disciplinary provider teams in rural VA clinics that are
pacted by ORH projects. to provide Veterans with HIV accessible, high quality,

The new fiscal year brings many new exciting projects_(:%rpprehenswe care closer to their homes. This past

cluding the rural expansion of the Specialty Care Acceggr’ Dr. Michael Ohl, the project lead, presented this

Network Extension for Community Healthcare Outcomre%OCleI at the Infectious Diseases Society of America

(SCANECHO), the implementation of the rural health tr’al.%t-"—"”a' Meeting in San Diego, CA.

ing and education initiative for residents, nursing, nurs&Vith regard to training and education of future rural p
practitioner, optometry, pharmacy, physician assistantensg ORH, in partnership with the VA Office of Acader
social work students; the opening of new rural clinics aftfliliations (OAA) developed a pilot program launchin
the implementation of nearly 290 new and ongoing progestsn sites this year that will provide clinical training ¢
across the country to increase access and quality of cateal health education for residents, and nursing, nurs
for rural Veterans. practitioner and allied health students in rural VA clini
t%nlg 8/” igcorporate aspects of telemedicine, interdisc

Y training, and team training as part of their experi

Inthisissue oftheT he Rur alwe@©@ohne @
look back and highlight some of our major successes S
the past year. As part of the White House Rural Council, Continued on page
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Veterans Affairs and Health and Human Sé#Avidesv Partnership to Improve Rural

Veteran Health Care
by Nancy Maher, PhD, ORH Program Analyst

The Departments of Veterans Affairs and Health and Human 8enic health record, as well as place orders for medications,
vices (HHS) recently signed a new memorandum of understamttthgroceduresyXay s, and/ or tests a
(MOU) that will promote the secure exchange of health informlagialth care facilities. This system ensures coordination of ce
between the VA and rural health care providers and increasethdhat a VA provi der at any
knowledge and expertise of the Health Information Technologld#lth care record resulting in better patient safety, fewer m
Workforce. This MOU supports the errors, reduction of inefficiencies

mutual goals of both agencies to s SERVICE, & and improved patient outcomes.
. . )

havEfa hlgmyteducated hetil;[]h y ;f p/ Facilitating Health Information
worklorce that can support the e = Exchange between the VA and
meaningful use of electronic hiZs 2 rural Community Providers
rgt(_: ord tecthoIogty in rural 2ﬁ ff. % Many Veterans living in rural and
VA and community health IT t*?*’x 43},, and the private sector for their

) ) "-l_,i.,\ T | Loy, health care. This is often, but not
tems that will ensure better coordi- g daqg

i ; f | Vet always, due to long the distance
nation of care for rural Veterans required to travel to a VA facility

\(’:V;r(; 2;2:2:3' users of both the VA and the private sector heal?ar a particular health care service. Veterans using both hea

care systems are known as T
What is meaningful use of electronic health recé&igsdonic number of reasons for being
health records (EHR) contain longitudinal medical data on indavigeiagral lack of continuity of care that can lead to adverse
patients such as past and current diagnoses, laboratory resultguences such as duplication of services and inefficiency, po
prescriptions, clinical notes, etc., that are generated in an institudioagement of chronic disease, increased pharmacy relate
such as a hospital, integrated delivery network clinic, or physisiags/concerns, and difficulties in transitioning between outp:
office and can be shared by the patient, his physician, anotheinpatient, and other acute care settings.

health care provider, or another institution for enhanced healtl} A8 dress the issue of dual use and the associated lack of

coordination. The main components of meaningful use mcludec(t) ?dination, three states: Virginia, Montana, and Alaska, wi

use of a certified EHR 1) in a meaningful manner, such as teI(? P ci ve grants from HHSo6s F

scriping; 2) to electronically exghapge health information to im&;gyi%n (HRSA) for pilot programs to not only implement or
quality of care; and 3) to submit clinical quality measures. The, . o a|ahealth capabilities in rural clinics and hospitals but

meaningful use of EHRs as intended by the Federal governm gtdevelop electronic health records that are compatible with
can be categorized as 1) improvement of care coordination, ZV - A

: _ e _ Ros VistA. This will ensur
duction of health disparities, 3) engagement of patients and thg)l(rChange between the VA and local providers for improved
families and 4) improvement of public health.

coordination that will result in higher quality care and improv
Veterans Health Information Systems and Technology Archi- patient outcomes.

tecture (_VIST_%e Department of Vgteraqs A_ffairs ha_s along Training the Health IT Workfors part of the VA/HHS MOU,
and storied history using EHR. Their entédarigsdormation the VA will make available through a Department of Defens

system known as VistA, was develdpecsénby the VA in the sed portal, two online courses developed by the VA Office

a
seventies and eighties. VistA has evolved substantially since E'gf[ehealth Services: 1) Home Teldetadthcing Patient Edu-

time, including the addition of the VistA imaging system Whichc%c[%n and 2) VA Telehealth: Real Time: Access to Care. Tt

vides multimedia data from many specialties including cardiol(?gyi,5 scheduled for completion by Fall 2012. Instructions for
radiology and orthopedics and the addition of a graphical userclgégr-

¢ K the C terized Patient R d Svst thes ing the course through the portal will soon be on the OF
ace, known as the Lomputerized Fatient Record System, thagq psite ettttg://www.ruralhealth.vall'?ov
gives providers the ability to VI ew pdate a pat
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Update on Project ARBtt¢sReceiveddoser tddome)

by Colette Alvarez, Project ARCH Program Manager

Project Access Received Closer to Home (ARCH), the ORH tsgwapy rehabilitation. In addition, the program was modifie
sored pilot program that providegAbealth care services to allow Critical Access Hospitals (CAHS) to contract with Proj
eligible Veterans, just completed its first year, serving over 2/ARCH providers for the provision of inpatient care for partic
Veterans. Patient satisfaction surveys indicate that the vast ajerans as appropriate. CAHs are rural community hospit:
ity of Veteran participants from have this designation, they must be
each of the five pilot sites are located in rural areas of the country
happy with the program. and be at least 35 miles from anothe
hospital or at least 15 miles from an
other hospital in mountainous terrai

Project
or areas with only secondary roads.

One of the major goals of Project
ARCH is to reduce driving times for
15, services provided by Humi rural Veterans seeking high quality

Veterans Healthcare Services health care services. Preliminary re-
clude primary care (i.e., routinn -~ Access Received Closer to Home sults indicate that the program is do
preventative care, diagnostic iinay- ing just that; Project ARCH saved
ing and laboratory services) and in VISNs 18 &19, services ingkeird®00,000 travel minutes for participating Veterans in th
acute inpatient medical and surgical care, including related cpemubf operation. While drive times to all sites of care have
tations and ancillaries. In the first year of implementation, the¢dpd&ed, decreases in travel time vary by pilot site. The lare
services received by participating Veterans included 1) Orthapddition was for Veterans in Northern Maine where the av
care, 2) Primary Care, 3) Cardiology, 4) Gastroenterology, add\ time dropped from 282 minutes to 38 mirfotdsiéa 7
Neurology. crease). The average drive time for Veterans in Billings, Mc
Wed the smallest decrease, from 180 minutes to 134 mi

Services provided by Cary Me
Center in VA Region 1 include
acute inpatient medical and st
cal care, including related con:
tions and ancillaries. In VISNs

Recently, the original contracts with Humana and Cary were?’ﬂ8
fied to include rehabilitative services such as physical therapy and

. . Continued on page 6
occupational therapy, as well as cardiac, pulmonary and speech

Caribou Quilters Share their Warmth with Veterang
by Kathleen Michaud RN, BSN, VISN 1 Project ARCH Care Coordinator

Nancy Cowett and her mother Althea Hamlin, were very busy
last year creating two beautiful quilts. Nancy and her mom
wanted to donate these handmade quilts to a special population
in Caribou, Maine: our Veterans and local chemotherapy
patients. Nancy and Kathleen (Katie) Michaud RN, BSN, the
Project ARCH Care Coordinator for the Maine VA Healthcare
System, were talking one day and Nancy asked if the donation
could be arranged through the Department of Veterans Affairs
(VA). AAbsolutely!d was the a

On October 26th, Nancy presented the quilts to the Oncology ) ) .
Department at Cary Medical Center to keep Veterans toasty From L-to-R: Erica Guerette, Cary Specialty Clinic Nurse;
warm while they receive their chemotherapy. Hats off to special P¢2na Williams, Cary Specialty Clinic Manager;

community citizens such and Nancv and her mom! Katie Michaud, RN, Project ARCH Care Coordinator;
y y ’ Nancy Hamlin Cowett (Quilter/Donor); and

Peggy Barnes, Cary Oncology Nurse (seatésl).
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Telehealth Collaborative Care for Rural Veterans with HIV Infection
by Michael Ohl, MD, lowa City VA Medical Center

The Veterans Health Administration is the largest provider ofieet with the HIV specialty care team by video conferenc
care for persons with HIV infection in the United States, sedings cuss t he Veterands car e
over 25,000 Veterans, of which approximately 18% live in rtiralCBOC primary care team and the distant HIV specialt
areas. However, a key disparity between urban and rural and makes the whole process transparent to the Veteran.
Veterans with HIV has emerged, in that for a variety of rea-
sons, including social stigma, rural Veterans delay entry into
HIV care and are at relatively advanced states of disease when
they finally seek care, resulting in higher rates of mortality com-
pared to their urban counterparts. With respect to those rural
Veterans with HIV who are receiving care, the majority have to
travel long distances to infectious disease specialty clinics in
large VA medical centers, often bypassing more nearby
Community Based Outpatient Clinics (CBOCSs). Although the
quality of HIV care in VA specialty clinics is high, access is an
issue for rural Veteran because of the travel burden and be-
cause infectious disease specialty clinics in distant VA medigal
centers often lack the resources and care systems necessary
to deliver accessible and comprehensive primary care for the
aging and geographiediBpersed population of rural Veter- During the past two years ending in May 2012, there were
ans with HIV infection. Veterans with HIV infection who lived more tHaoua one

To address these issues, ORH has supported the developrﬁlé'x? from theBngaTC!ty Hlf\/r::hnlc\imd who were geoggap
and evaluation of |l owa Cit §|959\P99|a%8£-f| p'rrlﬂl,gH%lVFSS eAggﬁgsﬁdEO_srﬁg% 0)
Collaborative Care (TCC) program for rural Veterans living g to lowa City for their care. Arf evaluation compa

HIV. Results of this evaluation were presented at the Infectﬁ)rﬁ% post TCC periods found that: 1) TCC maintained the

Diseases Society of America (IDSA) national meeting in Sa%usly.emstlng h'gh, quality of HIV care in the IOW‘T" City sys
evidenced by high rates of HIV therapy and virus supp

Diego last month. TCC integrates HIV specialty care delivef&d ding 90% both bef 4 after TCC: 2) i q
through clinical video telehealth (CVT) to rural CBOCs with®*C€€Cing 9U% fOt éore ‘_"‘”l a| erTCC; 2) f'm"i;o"e P
primary care delivered by CBOC patient aligned care team§"CE MeasUres lor-6a particularly important for Veteran

(PACTSs). Key TCC principles are: 1) clear delineation of with HIV, including smoking cessation and getting vaccine
specialty and primary care clinic rolasameged care against the flu; and 3) improved median time travel for ca

2) creation of processes to improve care coordination bethSeras'”g frgm 320 ml.nute.s per Yeterap per year to 17_0
specialty and primary care teams, such as including structu%%s'_gua“tat've analysis of interviews W'th 13 Ve_tergns I
TCC clinical notes in VAGs 'd%n&glﬁqgwpfhgme? rolevant t‘[’poéh?ris'té%"i’”s“?eﬁng ¢
(CPRS) and distributing patient brochures on navigating comenting CC. First, it is critical to address Veteran conce

managed care, and 3) use of a regional HIV patient registr){?galrdc'g%glvst'gms ant:l} privacy related to obtallnlr:jg car
facilitate population management across multiple sites. oca S, but when these concerns are openty discus
with Veterans and CBOC staff, they do not impede TCC f

Hereds how the progdotmee wor st eFEh8E., vi B®RpBi he, aahace
encounter between the Veteran and a CBOC primary care pfi& specialty clinic and CBOC PACTs must play critical r
vider and a televideo encounter with the HIV specialty teant#brdination of care and helping Veterans navigate the pr
lowa City, which includes a physician specializing in HIV cafigsummary, this program has proven to be a feasible alte
a clinical pharmacist, and a nurse care manager. TCC visitgnodel of health care delivery in which rural Veterans with

conclude with a fitel eheal t RaveCifpfofed &8sitothighg@dity, nB comprehéhsivk
which the Veteran and the CBOC PACT nurse care managgfyr their conditi@h.
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